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Robert A. Rosenheck

Objectives. To determine whether receipt of social supplemental security income
(SSI) or Social Security disability income (SSDI) disability payments is associated with
increased drug and alcohol use.
Data Sources/Study Setting. Secondary analysis of data from 6,199 participants in
the Access to Community Care and Effective Social Supports and Services demonstra-
tion for the homeless mentally ill.
Design. Observational, 12-month, cohort study completed over 4 years. Substance
abuse and other outcomes were compared between the participants who did not receive
SSI or SSDI during the 12-month study, those newly awarded benefits, and those
without benefits throughout the 12 months.
Data Collection Methods. Social Security administrative records were used to cor-
roborate Social Security benefit status. Drug and alcohol use were measured by self-
report and clinician ratings.
Principal Findings. Participants who did not receive benefits significantly reduced
their substance use over time. In generalized estimating equations models that adjusted
for potentially confounding covariates, participants who newly received Social Security
benefits showed no greater drug use than those without benefits but had significantly
more days housed and fewer days employed. Participants whose benefits antedated the
demonstration and continued during the 12 months had more clinician-rated drug use
over time than those without benefits.
Conclusions. In this vulnerable population, participants with newly awarded benefits
did not have any different drug use changes than those without benefits, and had
relatively more days housed. The hypothesis that Social Security benefits facilitate drug
use was not supported by longitudinal data in this high-risk population.

Key Words. Public support payments, dual diagnosis, substance abuse, Social
Security, disability

Possession of a large amount of money is a well-recognized relapse trigger
(O’Brien et al. 1990; Wallace 1992), and several highly publicized reports have
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suggested that Social Security Administration (SSA) benefit payments to pa-
tients disabled by psychiatric illness result in greater use of alcohol and drugs
of abuse (Satel 1995; Shaner et al. 1995). Other studies have specifically fo-
cused on the increased prevalence of substance abuse and related harm
around the beginning of the month, the so-called ‘‘check effect’’ (Grossman et
al. 1997; Phillips, Christenfeld, and Ryan 1999; Catalano et al. 2000; Halpern
and Mechem 2001).

However, no differences in drug use were observed in a comparison of
homeless persons who received public support payments over a 3-month
period and those who did not (Rosenheck, Lam, and Randolph 1997) and no
increased substance use was found among homeless veterans awarded sup-
plemental security income (SSI) or Social Security Disability Insurance (SSDI)
compared with veterans whose applications were denied (Rosenheck et al.
2000). A cross-sectional analysis of 2,474 veterans enrolled in an outreach
program also found no greater substance use among those receiving disability
payments than among those not receiving them (Frisman and Rosenheck
1997).

It is thus possible that while receipt of disability payments alters the
timing of substance abuse so that substance use increases when checks are
received, it does not alter the total amount of abuse. Longitudinal studies are
needed to better elucidate whether receipt of disability payments is associated
with increased overall substance use.

The most informative longitudinal studies of the effect of disability pay-
ments on substance abuse have focused on participants in the SSA’s drug
addiction and alcoholism (DA&A) program (Swartz, Tonkin, and Baumohl
2003), which provided SSA benefits to beneficiaries specifically disabled by
substance use until it was discontinued in 1996 (Hunt and Baumohl 2003).
Two important studies have compared outcomes between DA&A benefici-
aries who lost their benefits and those who continued to receive benefits for
a disabling condition other than substance abuse. In one study, outcome
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toxicology screens did not differ between those whose benefits ended and
those whose benefits were renewed (Swartz, Hsieh, and Baumohl 2003b). In
the other, self-report data appeared to suggest that continued receipt of SSA
benefits was associated with more severe drug problems, although the authors
did not come to this conclusion (Guydish et al. 2003).

The current study is a longitudinal analysis of the relationship between
receipt of Social Security benefits and subsequent substance use among par-
ticipants in the access to community care and effective services and supports
(ACCESS) demonstration, a 12-month outcome study involving over 7,000
homeless persons with severe mental illness in 18 U.S. communities. It differs
from previous studies in that it involves a larger sample with longer follow-up,
is not restricted to beneficiaries who receive disability as a result of substance
abuse (the DA&A studies), and utilizes administrative Social Security records
to corroborate benefit status. Homeless people with serious mental illness
desperately need disability payments but are also at high risk to use such
payments for alcohol and drugs. We hypothesized that participants newly
awarded SSI or SSDI during the 12 months would have more subsequent drug
and alcohol use over time than those not awarded SSA benefits, as evidenced
by a significant group-by-time interaction.

METHODS

The ACCESS Program

In ACCESS, agencies in 18 communities in nine different states provided
assertive community treatment (ACT) to approximately 7,000 homeless peo-
ple with severe mental illness as part of a study of service systems integration
(Randolph et al. 2002). The core features of ACT include providing diverse
services in community settings, 24-hour availability, and targeting the full
range of client needs (Stein and Test 1980; Lehman et al. 1997). Implemen-
tation of the ACT model in ACCESS was relatively faithful to the evidence-
based model (Teague, Bond, and Drake 1998). Study participants received
considerably more services after enrollment than they were receiving before
enrollment, and showed marked clinical improvement in a wide range of
outcome measures (Rosenheck and Dennis 2001).

One of two sites within each of nine states was randomly assigned to also
receive approximately $250,000 per year to implement systems integration
strategies. However while these efforts were modestly effective at the system
level (Morrissey et al. 2002), they had no significant effect on individual client
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outcomes (Rosenheck et al. 2002). Thus, receipt of ACT was not affected by
the implementation of special integration initiatives at half of the sites.

Eligibility Criteria and Sources of Data

Participants were eligible if they were homeless, suffered from severe mental
illness (Shern et al. 1994), and were not currently involved in ongoing com-
munity treatment (Rosenheck and Lam 1997). People who agreed to partic-
ipate were referred to intensive case management teams that provided ACT
over the next 12 months. The current analysis of ACCESS data was approved
by the Yale and VA Connecticut Institutional Review Boards.

Sampling

Assessments were completed upon enrollment and 3 and 12 months later. At
least one follow-up assessment was collected from 6,585 of the 7,225 partic-
ipants in the ACCESS study (91.1 percent)——the 3-month follow-up evaluation
was completed by 5,800 (82.2 percent) and the 12-month by 5,471 (77.5 per-
cent). The small number of participants (n 5 386) who had received SSA ben-
efits at baseline and later lost them were excluded, leaving a sample of 6,199.

SSA benefit status was determined by a series of questions concerning
how much money the participant had received from various sources in the
previous 30 days. Participants who reported having received an SSI or SSDI
payment were considered SSA beneficiaries at the time of the interview.
Participant SSA status was classified as one of the following four mutually
exclusive categories: not receiving SSA benefits throughout the study
(No SSA, n 5 3,259), benefits newly acquired between 0 and 3 months (SSA
3 Months, n 5 385), benefits newly acquired between 4 and 12 months (SSA
12 Months, n 5 819), or as having had benefits throughout (SSA Throughout,
n 5 1,736).

Self-reported benefit status was complemented by data on benefit status
from the SSA’s Commissioner for Research, Evaluation, and Statistics. SSA
administrative files were matched with the date of each of the ACCESS follow-
up interviews. Matches were identified between Social Security numbers of
ACCESS participants and records of payments from the SSI and SSDI pro-
gram files. The SSA only provided data when there was a corresponding
Social Security number in SSA files, verified by dates of birth and gender.
Thus, the absence of a match could indicate either that no SSA payments had
been made, or that the client had provided an incorrect Social Security
number.
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Self-reported benefit status was validated by SSA administrative records
in 97 percent (3,139/3,246) of participants who reported not receiving ben-
efits, 59 percent (1,019/1,718) of those with benefits throughout, 35 percent
(131/379) of those newly acquiring benefits between 0 and 3 months, and 52
percent (428/817) of those reporting new receipt of benefits between 4 and 12-
months. The vast majority of discrepancies involved participants who report-
ed receiving SSA benefits that were not confirmed by SSA, either because the
self-report was false or because the Social Security number provided was
incorrect. Overall agreement between self-report and SSA records at baseline
was relatively low (k5 0.60). Thus, a subsample of 4,717 participants with
matching self-report and SSA data was identified for confirmatory analyses.

Measurements

Questions concerning use of illicit drugs were drawn from the Addiction
Severity Index (ASI), a widely used measure of recent substance use, related
problems and treatment received (McClellan et al. 1980). To complement
these self-report measures, a referring clinician rated the patient’s baseline
substance abuse and the treating clinician rated substance use at follow-up
assessments. Separate ratings were made for alcohol and other drugs on five-
point clinical rating scales where 1 5 abstinence, 2 5 use without impairment,
3 5 abuse, 4 5 dependence, and 5 5 severe dependence (Mueser, Drake,
and Clark 1995).

Four other secondary outcome measures were collected. The primary
psychiatric outcome was a composite mental health index derived from self-
reported symptoms and observed signs (Rosenheck and Dennis 2001). Par-
ticipants reported the number of days in the last 60 days they had been housed,
and the number of days in the last 30 they had been employed. Overall quality
of life was also assessed by the question, ‘‘Overall, how do you feel about your
life right now?’’ (range 5 1 [‘‘terrible’’] to 7 [‘‘delighted’’] ) (Lehman 1988).

Additional measures documented basic sociodemographics: age, gen-
der, children in residence, ethnicity, years of education, longest full-time job,
and veteran status. Homelessness was characterized by age at the first episode
of homelessness, number of times homeless, lifetime number of years home-
less, and years living in the current city of residence. Legal status questions
included questions about having ever been convicted or incarcerated. Past
history of arrests (McClellan et al. 1980) and victimization (Lehman 1988)
within the last 60 days were also documented. Self-report data concerning the
presence or absence of 17 medical disorders, and whether the client was taking
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prescribed medication were also recorded. Other self-reported symptoms
quantified social support (Vaux and Athanassopulou 1987; Lam and Rosen-
heck 1999a) , service utilization (Rosenheck et al. 2002), a history of conduct
disorder (Helzer, 1981), and stability of family of origin (Kadushin, and Martin
1981). Psychiatric diagnoses were those of the admitting clinicians on the case
management teams.

Data Analysis

The basic analytic strategy was to compare longitudinal patterns of substance
use between each of the three SSA beneficiary groups (benefits throughout,
benefits acquired between months 0 and 3, benefits acquired between 3 and 12
months) and the group that did not receive any SSA benefits in random
regression models. The group by time interaction was the coefficient of central
interest.

The key substance use outcomes were clinician ratings of drug and
alcohol use severity, and last 30-day estimates of dollars spent on drugs and
alcohol, days of drug and alcohol problems, days of crack cocaine use, and
days of alcohol use to intoxication. The key clinical outcomes were the com-
posite mental health index, days housed in the past 60, days employed in the
last 30, and overall quality of life.

Data analysis proceeded in several stages. First, analysis of variance, w2

and multiway frequency analysis were used to describe baseline differences
among clients in the four SSA benefit groups in their demographic, clinical,
and treatment-seeking characteristics.

Second, baseline measures that might potentially confound comparisons
among participants in the four SSA benefit groups were entered into a stepwise
multinomial logistic regression in which the dependent variable represented
the three groups of SSA recipients with the nonrecipients as the reference
group. Because receipt of SSA benefits was not randomly assigned, a wide
range of potentially confounding baseline covariates was considered. Back-
ward elimination was used to reduce this subset of variables to a set of potential
confounds that significantly (po.01) differentiated SSA group membership,
and these variables were retained as covariates in the final analyses of change
occurring over time. A statistical approach to selecting covariates was chosen
because a priori selection of covariates might miss important differences be-
tween SSA groups

Preliminary analyses documented significant baseline differences be-
tween SSA groups associated with clinical site and baseline status of all of the
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outcomes. As expected, baseline values of each outcome measure were also
strongly associated with subsequent values of these measures. Thus, to account
for possible effects of site and baseline values, covariates representing these
potentially confounding differences were also entered into the final analyses of
change over time.

Next, each of the outcome measures within each of the SSA groups was
examined to detect whether there were significant changes over time. Differ-
ences between mean values at each of the time points (baseline versus 3-
months, baseline versus 12-months, 3-months versus 12-months) within each
SSA group were evaluated utilizing a simple regression model in which time
was a categorical variable.

Finally, generalized estimating equations (GEE) done using the PROC
GENMOD option in SAS (SAS Institute, 1999) were used to determine the
relationship between SSA status and the clinical outcomes, correcting for the
potentially confounding variables. A linear model was specified. Data were
arranged so that each client could be represented by up to three data records
(baseline, 3 and 12 months). Data were fitted to linear and quadratic models of
change over time. Dummy coding of SSA benefit status was used to represent
a series of planned pairwise comparisons between each of the three groups of
clients who received benefits and those who did not. Main effects of group and
time were included, but the interaction of greatest interest was the group-by-
time interaction representing between-group differences in the rate of change
over time.

The GEE analyses were repeated on the subset of participants whose
self-reported SSA benefit status was confirmed by SSA data. The analyses
were also repeated on the subset of participants who reported any history of
recent substance use, a subgroup at especially increased risk to misuse dis-
ability payments to purchase drugs or alcohol.

RESULTS

Baseline Characteristics of SSA Benefit Groups

There were significant differences at baseline between the different groups of
SSA beneficiaries and nonbeneficiaries on many measures (Table 1). In gen-
eral, substance abuse was less severe and not as longstanding among those
who received SSA benefits.

As expected, measures of severe, disabling medical and psychiatric ill-
nesses which might entitle participants to SSA benefits were more frequent
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among those who received SSA benefits as compared with those who did not.
Participants who received SSA benefits had had more psychiatric hospital-
izations and were more likely to have been diagnosed with schizophrenia.
Two medical illnesses that might qualify participants for SSA benefits, AIDS
and a current seizure disorder, were also more common among beneficiaries.

From all the baseline data, 21 measures were identified by multinomial
logistic regression that significantly (po.01) accounted for the variance be-
tween the SSA groups. These covariates are indicated in Table 1 with a dagger,
and were included in the final GEE analyses.

Change over Time within SSA Benefit Groups

Participants who never received SSA benefits started with the highest levels of
alcohol and drug use and reduced their use, with significant reductions in
seven out of eight measures of substance use (Table 2, comparison of baseline
versus 12 month values). Beneficiaries who received new benefits between 0
and 3 months and those receiving benefits between 4 and 12 months had fewer
significant reductions in use, in part because they had lower levels of alcohol
and drug use to begin with. Participants who had received SSA prior to and
throughout the 12 months reduced their use on five of eight measures. All
groups regardless of SSA benefit status had on average more days housed,
higher quality of life and less severe psychiatric symptoms.

Changes between baseline and month 3 were larger and more often
significant than changes between months 3 and 12, suggesting more rapid
change during the first 3 months that asymptotically stabilized between
months 3 and 12.

Effect of SSA Benefits on Substance Use

After adjusting for covariates, participants newly awarded benefits did not
differ in their drug use over time when compared with those who did not have
SSA benefits. The only significant differences in alcohol use were in the op-
posite direction from the hypothesized spike, i.e., participants who were
awarded benefits between months 4 and 12 had over time less clinician-rated
alcohol use than those without benefits (coefficient 5 � 0.06, z 5 2.7,
p 5 .007).

However, participants who received SSA benefits throughout the 12-
month study had more clinician-rated drug use over time relative to those who
did not have SSA benefits and trends towards a more positive slope in days of
drug problems (p 5 .05) and amount spent on drugs (p 5 .06).
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Table 2: Mean Outcomes over Time by SSA Condition

Comparison Baseline Month 3 Month 12

p-Value
Baseline versus

Month 3

p-Value
Month 3 versus

Month 12

p-Value
Baseline versus

Month 12

Clinician drug rating
No SSA 2.09 1.89 1.85 nnn NS nnn

SSA throughout 2.00 2.02 1.94 NS NS NS
SSA 3 months 1.79 1.63 1.83 NS NS NS
SSA 12 months 1.77 1.67 1.71 NS NS NS
Money spent on drugs in last 30 days
No SSA 49.68 27.08 28.72 nnn NS nn

SSA throughout 45.34 30.15 19.19 NS NS nnn

SSA 3 months 9.88 11.34 15.72 NS NS NS
SSA 12 months 20.75 29.45 11.06 NS NS NS
Drug problems in last 30 days
No SSA 4.29 1.98 1.94 nnn NS nnn

SSA throughout 2.80 1.70 1.58 nnn NS nnn

SSA 3 months 2.20 1.20 1.32 NS NS NS
SSA 12 months 2.54 1.43 1.18 nnn NS nnn

Days of crack use in last 30 days
No SSA 1.40 0.87 0.99 nnn NS nnn

SSA throughout 0.78 0.81 0.66 NS NS NS
SSA 3 months 0.47 0.23 0.37 NS NS NS
SSA 12 months 0.69 0.34 0.54 n NS NS
Clinician alcohol rating
No SSA 2.26 2.13 2.09 nnn NS nnn

SSA throughout 2.19 2.19 2.14 NS NS NS
SSA 3 months 2.11 2.02 2.01 NS NS NS
SSA 12 months 2.03 1.87 1.87 nn NS nn

Money spent on alcohol in last 30 days
No SSA 18.44 10.98 14.20 nnn NS NS
SSA throughout 18.04 14.80 12.06 NS NS nn

SSA 3 months 9.94 15.28 9.32 NS NS NS
SSA 12 months 8.38 7.18 8.27 NS NS NS
Alcohol problems in last 30 days
No SSA 4.07 2.27 2.19 nnn NS nnn

SSA throughout 3.21 2.02 1.68 nnn NS nnn

SSA 3 months 2.90 2.19 1.42 NS NS nn

SSA 12 months 2.72 1.63 1.28 nnn NS nnn

Days of alcohol use to intoxication in last 30 days
No SSA 2.33 1.44 1.59 nnn NS nnn

SSA throughout 1.47 1.28 1.04 NS NS nn

SSA 3 months 0.92 1.20 0.88 NS NS NS
SSA 12 months 1.30 0.94 0.79 NS NS nn

Mental health composite index
No SSA 0.11 � 0.41 � 0.52 nnn nnn nnn

SSA throughout � 0.16 � 0.56 � 0.67 nnn nnn nnn

SSA 3 months � 0.12 � 0.59 � 0.73 nnn n nnn

continued
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Effects of SSA Benefits on Other Outcome Measures

SSA beneficiaries in the ‘‘throughout’’ and ‘‘0- to 3-month’’ groups were
housed significantly more and employed relatively less over time than non-
beneficiaries (Table 4). These effects were robust, as participants who had
benefits throughout were housed for an average of 13 more days per year (2.2
days/60 days � 365 days/year) and were employed 12 fewer days. Partic-
ipants who acquired benefits between 0 and 3 months also had significantly
more positive changes in subjective quality of life than nonbeneficiaries.

The sole significant change over time in mental health composite scores
was a worsening (positive group � time coefficient) among participants
awarded SSA between 4 and 12 months relative to nonbeneficiaries.

Confirmatory Analyses

The results of the GEE analysis of the subsample with administratively vali-
dated data (n 5 4,717) were essentially the same as the analysis of all participants

Table 2: (Continued)

Comparison Baseline Month 3 Month 12

p-Value
Baseline versus

Month 3

p-Value
Month 3 versus

Month 12

p-Value
Baseline versus

Month 12

SSA 12 months 0.09 � 0.34 � 0.54 nnn nnn nnn

Days housed in past 60 days
No SSA 11.75 23.40 35.17 nnn nnn nnn

SSA throughout 13.30 23.50 33.71 nnn nnn nnn

SSA 3 months 9.50 24.61 33.54 nnn nnn nnn

SSA 12 months 10.20 20.31 38.40 nnn nnn nnn

Days worked in last 30 days
No SSA 2.80 4.51 5.83 nnn nnn nnn

SSA throughout 0.78 1.31 1.43 nnn NS nnn

SSA 3 months 1.28 1.28 1.53 NS NS NS
SSA 12 months 1.51 1.40 1.25 NS NS NS
Quality of life score
No SSA 2.91 3.81 4.03 nnn nnn nnn

SSA throughout 3.72 4.19 4.41 nnn nnn nnn

SSA 3 months 3.48 4.34 4.48 nnn NS nnn

SSA 12 months 3.15 3.97 4.35 nnn nnn nnn

npo.01.
nnpo.005.
nnnpo.001.

SSA, Social Security Administration.
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(n 5 6,199) (data available upon request). The effects of SSA benefits on drug
use among the subsample at particular risk to use drugs and alcohol (n 5 2,223)
were also similar to the effects of SSA benefits in the full sample.

DISCUSSION

We tested the hypothesis that receipt of new SSA benefits is associated with
increased substance use in a large sample of homeless persons with serious
mental illness, and found that participants who newly received benefits during
the 12-month period of data collection showed no increase in substance use,
on average, and no greater substance use over time than those who did not
receive SSA benefits. However, participants who had SSA benefits that an-
tedated ACCESS had somewhat more clinician-rated drug use over time than
those without benefits.

Participants’ self-reported SSA benefit status and SSA records of benefit
status were often discordant but this lack of agreement does not account for the
lack of a ‘‘spike’’ in substance use when benefits were awarded. There was no
greater substance use among participants newly awarded SSA benefits when
the analysis was restricted to participants whose self-reported SSA benefit
status was validated by SSA administrative records. Further validation of the

Table 3: GEE Regression Coefficients Representing Monthly Change in
Drug Use by SSA Recipient Groups Compared with Nonrecipients

Comparison

Clinician-Rated
Drug Use
Severity

$ Spent on
Drugs in

Last 30 Days

Drug Problem
Days in

Last 30 Days
Days Crack

in Last 30 Days

Group � Time
SSA 3 months versus no SSA � 0.03 (0.03) � 2.5 (2.4) 0.1 (0.1) � 0.08 (0.05)
SSA 12 months versus no SSA � 0.02 (0.02) 7.9 (7.0) 0.1 (0.1) � 0.07 (0.05)
SSA throughout versus no SSA 0.07 (0.02)nnn 5.0 (2.7) 0.2 (0.10) 0.10 (0.06)

Group � time squared
SSA 3 months versus no SSA 0.003 (0.002) 0.2 (0.2) � 0.009 (0.01) 0.005 (0.005)
SSA 12 months versus no SSA 0.001 (0.002) � 0.7 (0.6) � 0.01 (0.01) 0.005 (0.004)
SSA throughout versus no SSA � 0.006 (0.002)nnn � 0.4 (0.2) � 0.01 (0.008) � 0.009 (0.005)

Values represent parameter estimates (SE) after allowance for covariates.
nDenotes rate of change different from No SSA group at p � .01.
nnDiffers at po.005.
nnnDiffers at po.001.

SSA, Social Security Administration; GEE, generalized estimating equations.
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SSA benefit groupings comes from the expected findings that participants who
newly received benefits worked less and had greater increases in days housed
than participants without benefits, and these effects were also present in both
the full sample and the subsample with validated benefit status.

It is possible that the lack of a ‘‘spike’’ in substance use when new benefits
were awarded was because of several characteristics of the ACCESS partic-
ipants. First, the lack of an increase in substance use may be partially attrib-
utable to the relatively low baseline rates of substance use, although the
homeless mentally ill participants at this study are indisputably at high risk to
misuse SSA benefits. Furthermore, no increase in substance use was seen
among a subsample of beneficiaries at especially high risk to misspend their
benefits because they had acknowledged alcohol or drug use at the time of
program entry. Second, participants in ACCESS were offered concomitant
ACT treatment that may have helped beneficiaries channel the funds to con-
structive uses. Homeless mentally ill people who refused case management
(Lam and Rosenheck 1999b) may have used SSA benefits less well. Third, the
assignment of a representative payee to some ACCESS participants may have
reduced misspending of benefits for drugs and alcohol, although a preliminary
analysis of data from the first cohort of ACCESS participants found no effect of
payee assignment on substance use (Rosenheck et al. 1997). It is noteworthy

Table 4: GEE Regression Coefficients Representing Monthly Change in
Clinical Outcomes by SSA Recipient Groups Compared with Nonrecipients

Comparison

Days
Housed

in Last 60 Days

Mental Health
Composite

Index
Quality of
Life Score

Days
Employed

in Last 30 Days

Group � time
SSA 3 months versus no SSA 2.3 (0.6)nnn � 0.009 (0.02) 0.13 (0.04)nnn � 0.9 (0.1)nnn

SSA 12 months versus no SSA 0.1 (0.4) 0.05 (0.01)nnn 0.02 (0.03) � 0.9 (0.1)nnn

SSA throughout versus no SSA 1.8 (0.4)nnn 0.002 (0.01) 0.03 (0.02) � 0.8 (0.1)nnn

Group � time squared
SSA 3 months versus no SSA � 0.2 (0.05)nnn 0.0002 (0.002) � 0.009 (0.003)nn 0.05 (0.01)nnn

SSA 12 months versus no SSA 0.04 (0.04) � 0.004 (0.001)nnn 0.0001 (0.002) 0.05 (0.008)nnn

SSA throughout versus no SSA� 0.1 (0.03)nnn� 0.0004 (0.0009) � 0.002 (0.002) 0.04 (0.008)nnn

Values represent parameter estimates (SE) after allowance for covariates.
nDenotes rate of change different from No SSA group at p � .01.
nnDiffers at po.005.
nnnDiffers at po.001.

SSA, Social Security Administration; GEE, generalized estimating equations.
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that the efficacy of ACT (Drake et al. 1998) and of the assignment of a rep-
resentative payee in reducing substance abuse has yet to be empirically dem-
onstrated (Rosenheck et al. 1997; Swartz, Hsieh, and Baumohl 2003a).

The lack of a ‘‘spike’’ in substance use when benefits were awarded
contradicts the contention that SSA benefits exacerbate substance use (Satel
1995). The vivid case reports of SSA beneficiaries spending benefit money at
the beginning of the month for drugs or leaving treatment when SSA benefits
are awarded would thus seem to overstate the actual effect that receipt of
benefits has on overall drug use and mistakenly convey the impression that
awarded funds are immediately diverted from essentials such as housing. Ex-
aggerated fears that SSA benefits are being misspent can undermine public
support for these vital programs (Rosenheck 1997). In fact, our study shows
that receipt of SSA payments facilitates exit from homelessness, a widely
shared goal of public support payments.

In contrast to participants newly awarded SSA benefits, participants who
had had SSA benefits before and throughout the 12 months did have greater
clinician-rated drug use over time than participants who did not receive SSA
benefits. One interpretation of this finding is that when first acquired, SSA
benefits were not used for drugs and alcohol, but that over time, some par-
ticipants with SSA benefits came to use their benefits for illicit drugs, and it
would be these who are at greatest risk for homelessness. Another possible
interpretation is that long-term SSA beneficiaries may have had substance use
problems that were more refractory to ACT than nonbeneficiaries’ substance
use for reasons other than Social Security receipt. Participants who received
SSA benefits before and throughout ACCESS may have become homeless
because of their substance use, in spite of their having a steady source of
income.

There are several limitations to our study. First, participants were not
randomly assigned to receive SSA benefits and it is possible that some un-
measured factor that differentiated the groups may have suppressed substance
use among new beneficiaries and contributed to the likelihood that they would
receive benefits. While we cannot think of such a factor we can not rule out the
impact of a confound because of selection bias. Another potential limitation is
that drug use was not verified by urine toxicology tests and that SSA ben-
eficiaries may have underreported their use. However, the accuracy of self-
report among participants who continued to receive SSA benefits and those
who had lost them did not significantly differ when self-report and urine
toxicology data from participants in the DA&A program was analyzed (Podus
et al. 2003). Furthermore, studies such as ACCESS, which have used
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substance abuse ratings collected from clinicians using all available data, have
found that the clinician ratings identify ‘‘true positives’’ missed by self-report
(Drake et al. 1990; Rosenberg et al. 1998).

SSA benefits provide a vital safety net to people who need funds for
housing and other necessities. Clearly, substance use among those already
disabled by psychiatric illness is a major public health problem, and there is a
need for future studies to elucidate how to best provide SSA benefits to max-
imize their benefits and minimize their possible diversion to substance use. It is
intuitive to observe the high prevalence of substance use among SSA ben-
eficiaries, and to observe the cooccurrence of substance use and check receipt
at the beginning of the month and conclude that SSA benefits exacerbate
substance use. However, our data suggest that SSA benefits have modest, if
any effects to exacerbate substance use and the causes of substance abuse in
this population lie elsewhere.
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